MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH = . ~63-005302"
042 1000 l64 _ STATE FILE NUM,BER -

muetm  awonn | VB By g rggg ey e S o it
ON THIS STUB o

1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where t;iweoud Tived. 1T imtitution: Residence bofore

a. COUNTY Buchanan . s STATEMis_gour 1 b. COUNTY Ry chanan adminsion)

b. CITY (If cutside corporate |imits, give TOWNSHIP anky) Length of stay in 1b ., CITY Inside Limits
OR . OR 2 )
TOWN St. Joseph 40 yrs TOWN St. Joseph Yol NoO
c. FULL NAME %": (1f NOT in hospiral, give focation) Inside Limits d. STREEY (If cutside, give location) Reside on Farm
r 1

i 813 Parker Yo X NoOO AODRESS 324, No 10 St. Yo GiNo g

VS§ 300
Rev. 4/5%

(8
DATE AMENDED

|

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

(Type or print) OF
MINNIE ALMIRA CUSTER. oéAm  February 8 1963
5. SEX 6. "COLOR OR RACE 7. Married ]  Naver Married [ la ‘DAJE .OF ||t'n-| 9. AGE (last birthday} | IF UNDER 1 YEAR _tF UNDER 24 HR_
Female ’ white Widowed f Divorced.[J } 84 Months | Days. | Hours [ Min.
10a. USUAL GCCUPATION (Give Kind of work done | 106, KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Cny and state or country) | 12. CITIZEN OF WHAT COUNTRY
et ot even [f retired) own home Indiana UsA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND OR WIFE
Martin Boose Sarah Collins " Deceased
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 6. SOCIAL SECURITY NO. | 17. INFORMANT Addrass
. no, If yeos, gi of .
(Yes, ﬁaonr unkmwn)l [If yas, give war or dates of serv George Penla.nd St . Jo seph, Mo

| 18. CAUSE OF DEATH (Enter only.one cause per line . INTERVAL BETWEEN
PART i. DEATH WAS CAUSED BY: - ONSET AND DEATH

IMMeDIATE cAusE () ____ Cerebral Hemorrhage 1l day
Conditions, i m.] OUE TO (b Arteriosclerotic Heart Disease Unknown

AN

&\

p\

Qo |~ o oW

;

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

[=

DOCUMENT

which gave rise to
above causa (a),
stating the under-
lying causa last. BUE TO (¢)

PART 1). OTHER SIGNIFICANT CONDITIONS CON‘FRIBU'I’!NG T0 DEATH _but not relnled to the mrmlnll PART U1, if deceased was female was
: dizease condition given in PART | (a) there a pregnancy in isst 90 days.

[ O ves | O Ne I‘DUnknown

19. WAS AUTOPSY | Z0a. ACCIGENT  SUICIDE  HOMICIDE ‘30b. DESCRIBE HOW INJURY. OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? O ju] a
YES[J NO[R

20c. TIME OF Houl Month, Dlv. \'ear
INJURY s, X
D-m ~
20d. iN.IURY QCCURRED 20e. PLACE OF INJURY {a.g., in or about home, | 20f. CITY, TOWN, OR LOCATION - COUNTY
WHILE AT WORK [J  tarm, factory, street, office bidg., efc.} -
NOT WHILE AT WORK O

‘l I aﬂanded the d od from. 1/ 2/ 63 to. 2/ 8,/ 63 m-d last saw Erxallve on. EM 63

* Death oc:urred at. 8 :15 Pl m on the date stated sbove, and to the best of my knowledge, from the causes steted.

22a. SIGHA'I'URE d_ E or title) 22h. ADDRESS SOCial Welfare Board 22c. DATE SIGNED

m.D, 10th & Olive,St.Josephs MoOe 2/11/63

Z3a. BURIAL, CREMATION, | 23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) {State)
REMOVAL (Specify) F

. urd : e Glenwood Iowa
Rem E& B al 2/12/63 ADDRESS GlenWOd c ZIE.BESI:S{ECD. 8Y-LOCAL REG. 26. REGISTRAR'S SIGNATURE
St. Joseph Mo. b 2 1063 Pl MM

Li d Embalmer's § t an Reverss Side)

mr, m_@:m CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




4o \

 STATEMENT BY I.ICENSED EMBALMEI!

e _ ) [
- 1

| hérébyv ceitify that tﬁe body whose name is recorded on -the reyéfsé_side of this ceftificate was embalimed by me,

*

, ‘Student Embalmer No._

“or by
- . s J‘:
working under my personal supervision. -

Student__;

Signature of Student Embaimer’

Ty

PR

LIRS B
sady

i Nofe: The-above "MUST BE SIGNED BY. THE I.ICENSED EMBALMER in- hls OWN HANDWR!TING (Fallure to comply -

with the 'above constitutes grounds for fevocation of license):
If embalmed;by. §;STUDENT, he ‘also_shall-sign in-his OWN: handwrlfing‘ : o
If this body is nof embalmed, fac’r should be 5o stated above.
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